Chile is experiencing a period of rapid aging, which increases the need of long-term care services in the country. Nursing homes have been the traditional alternative to deal with the increase of elderly population in the country, with services supplied by a mix of for-profit and nonprofit providers. Additionally, population exhibits a high degree of geographical concentration. The study aims to identify the determinants of the geographical location of nursing homes in Chile at municipality level. The analysis takes into account the different location criteria for different types of nursing homes as well as potential spatial effects. The paper uses spatial analysis tools to identify clusters of nursing homes and population characteristics and to estimate the determinants of nursing homes availability and coverage in the country. The analysis-based on spatial global and local tests, and spatial autoregressive models-show the existence of clusters of nursing homes as well as clusters of municipalities according to elderly population, income, poverty, population density, and public health insurance coverage. Residuals from ordinary least squares regressions were spatially autocorrelated, showing the need of using spatial models. Estimations show that availability and coverage of nursing homes are positively related with municipality income, and that for-profit and nonprofit facilities respond differently to different factors. A negative coefficient was found for poverty in nonprofit nursing homes, raising doubts about the effectiveness of giving public subsidies to incentive the installation of facilities in areas with high needs and low income.
Introduction
Chilean population is getting older and increasingly dependent. By 2038, the share of population over 65 years will almost double, going from 11% in 2017 to 20% [1] . Physical and mental health problems rise significantly from 65 years old, being particularly prevalent for people older than 85 years, increasing the need of long-term care (LTC) services in the population [2, 3] . Estimations for Chile show, for example, that the burden of mental diseases and dependency is expected to triple in the next 35 years [4] .
LTC is defined as a range of services required by persons with a reduced degree of functional capacity (physical or mental), and who are dependent for an extended period of time on a1111111111 a1111111111 a1111111111 a1111111111 a1111111111 help with basic activities of daily living [5] . In Chile, the main LTC policy has been to subsidize the supply of LTC services, via funding nursing homes (NH). Currently, these services are provided by a mix of private for-profit, private not-for-profit, and public facilities, many of them receiving public subsidies.
Population in the country tends to agglomerate. People cluster based on socioeconomic and demographic characteristics, such as income and age. Several explanations are possible to explain this phenomenon, ranging from sociological justifications (e.g. homophily, discrimination) to economic reasons (e.g. housing market, availability of amenities, work places). Residential patterns exhibit uniformity, because people try to maintain homogeneous communities and pay more to live in homogeneous neighborhoods [6] [7] [8] . For Chile, several studies confirm these patterns of residential segregation and geographical concentration of income [9] [10] [11] [12] .
Considering the features of the Chilean nursing homes market-mix of for-profit and notfor-profit provides, and public funding-it is expected that different providers choose the location of the nursing homes based on different attributes. On the one hand, public funds are allocated into not-for-profit and public facilities, subject to meeting certain eligibility criteria: age (over 60 years old), socioeconomic condition (social vulnerability), and coverage by the National Health Fund (Fondo Nacional de Salud, FONASA), the public health insurance [13] . On the other hand, private institutions decide to enter the market based on profit-maximization criterion. The standard spatial competition models [14, 15] assume that firms decide on the number of facilities, their location and the price. The supply is influenced by the size of the market, willingness to pay, cost of opening a facility, and transportation costs. In markets where location is a decision variable, two opposite forces operate: on the one hand, all the firms want to be where the demand is, which implies that we would observe firm concentration in specific market, according to the principle of minimum differentiation [16, 17] . On the other hand, location helps firms to differentiate from each other and avoid price competition [18, 19] . Under this scenario, firms should be apart from each other, following the principle of maximum differentiation [16, 19] .
Following the eligibility requirement to get public funds and the literature on spatial competition, it is possible to assume that choices regarding for-profit and nonprofit NH come from different decision-making processes:
Nonprofit : max N;T;P;L U np ¼ g ðage; income; other f eaturesÞ ð2Þ
where the control variables are the number of NH (N), the size of each NH (T), and the price charged (P). All these choices are mediated by the decision on location (L), i.e. where these nursing homes will be operating. The functional forms-f and g-define the way in which different attributes of a given region influence utility for both types of firms. For-profit NH are expected to act as profit-maximizers. In this case, Eq 1 can take the specific form:
where π represents the profits, q is the quantity of services sold, p is the price charged, c is the marginal cost of producing the services and F are fixed costs of operation. In this case, age, income, and other features of the chosen location influence both revenues (pq) (people demanding services depend on the need for these services and ability to pay) and costs (pc+F) (housing market, labor costs, distance). On the other hand, nonprofit maximizes a social utility function that includes providing services to people in need (related to age), but also equity components (socioeconomic criterion) and practical requirements (enrollment in FONASA). Finally, since John Snow's seminal work [20] , space and place have increasingly used to analyze and understand health decisions and outcomes. From mapping mortality and morbidity to analyze epidemics, spatial analysis has proved to be an important tool in health research and public health [21] [22] [23] . In particular, spatial regressions have been used for health planning; for example, to explain factor behind clusters of pathologies, to understand healthcare utilization, or to determine the availability of resources for and access to healthcare [24, 25] .
Considering all these elements, the aim of the study is to identify the determinants of the geographical location of nursing homes in Chile, using spatial regressions to account for the effect of space and place in the determinants of facilities in the country. The analysis takes into uses the different location criteria for different types of nursing homes-for-profit and nonprofit criteria-as well as potential spatial effects arising from the fact that factors triggering the decisions about LTC services in the country are potentially spatially auto correlated.
Data and methods

Data sources and description
Three different sources were used in the study. First, a list of nursing homes (NH) in the country, containing information on address, ownership, number and type of people attended, price, and amenities, for the 724 facilities in the country. Data was collected by the National Elderly Service (Servicio Nacional del Adulto Mayor, SENAMA) (http://catastroeleam.senama.cl.). The second dataset contains demographic and socioeconomic information for the 346 municipalities in Chile, published by the Ministry of Social Development (http://observatorio.ministeriodesarrollosocial. gob.cl/indicadores/reportes_com1_2.php). Finally, maps and borders were obtained from the Ministry of National Assets (http://www.ide.cl/descarga/capas.html). Table 1 shows the distribution of nursing homes by ownership and price range. First, it is interesting to note that 66% of the nursing homes are private for-profit, and almost half of them are in the high price category (over CLP$250,000; around US$490). The situation is different when looking at the number of people in NH: 56% of the NH population receives services from a nonprofit NH and only 36% of the people is in a NH that charges more than CLP $250,000. Second, as expected most of the high price nursing homes are for-profit, while 90% of the NH in the lowest price category are nonprofit; this pattern is similar when looking at people attended instead of number of NH. Table 2 presents statistics at country and municipality level for a group of variables of interest. Variables were selected according to the conceptual framework presented in the previous section. The main variables of interest are the coverage of LTC services-defined as the percentage of people over 65 years in NH-and the availability of LTC services-defined as the number of NH per 10,000 people over 65 years-in each municipality. Both variables capture different dimensions of the decision of opening a NH: coverage is directly related to how many people have access to LTC services in certain area, while availability considers diversity of alternatives in terms of different providers, prices and distances. For example, two areas with the same population, elderly population and coverage can be very different if in one case all the services are provided by a single NH and, in the other case, by several NH. The relevance of availability is evident in the first case if, for example, the NH is located in the center versus one extreme of the city, or if the only provider charges low versus high prices.
The second set of variables comprises those identified as important in deciding where to provide LTC services. As stated before, these factors can differ between nonprofit and forprofit providers; for the former, the decision is expected to be related to government's criteria (age, income, and health insurance), while in the case of for-profit providers the main drivers are market size (share of elderly population), willingness to pay (income, poverty), and distance to consumers (density). First, it is important to notice the high variation of values for each variable at municipality level. For example, population in the most populated municipality is 5,000 times higher than in the least populated, the share of elderly population varies between 2% and 20%, poverty ranges from almost 0% to 50%, FONASA (public health insurance) coverage ranges from 14% in Vitacura (northeastern municipality in the Metropolitan Region) to 100% in Tirúa and Portezuelo (both in the Bio-Bio region). Second, heterogeneity is high, but values are not randomly distributed in the Chilean territory. As shown in the last column of Table 2 by the global Moran's I, a test for special randomness that indicates both the existence and degree of spatial autocorrelation [26] . Moran's I ranges from -1 to 1, with -1 indicating perfect dispersion and 1 as an indicator of perfect clustering. As presented in Table 2 , all variables show a positive and significant value for the indicator, meaning that the hypothesis that variables are randomly distributed among municipalities is rejected in every case.
Fig 1 shows these patterns (heterogeneity and spatial relationship), by exhibiting the distribution of NH along the country and quintile maps for the variables of interest. Map A shows how nursing homes are concentrated in the central zone, with almost half of them in the Metropolitan Region, area that also concentrates the most expensive facilities (62% of the NH in the highest price range are in this region). Maps B to F exhibit the huge differences at municipal level for all variables, but also how particular characteristics tend to cluster in given zones of the country. For example, extreme areas (northern and southern) have younger population, while poverty is particularly prevalent in Bio-Bio and Araucanía regions.
Spatial tests and spatial regressions
As described by [26] , spatial autocorrelation and measures can be broadly classified into global and local measures. The use of local measures is interesting to identify spatial patterns in specific locations: while global tests answer the question about the presence of spatial correlation, local tests indicate where is it. As in the case of global measures, several tests can be used to determine autocorrelation at local level [26, 27] . For this study, the G i Ã [28, 29] was used, since the goal is to identify areas were availability or coverage of nursing homes is low or high (hot and cold spots detection) respect to the global average, instead of areas were these attributes are similar or different between municipalities; this justifies the choice over other commonly used measures, such as local Moran's I or Geary's C [26, 30] .
A common feature in the use of local measures of autocorrelation is multiple and dependent testing: because the same hypothesis is tested several times (and using similar data), statistically significant results will be found just by chance. For this reason, statistics are usually corrected to take into account this issue. The false discovery rate (FDR) correction has proven to be a better strategy for identifying meaningful clusters, compared to more conservative methods [31, 32] . G i Ã parameters were estimated in ArcMap, and FDR correction was done in Microsoft Excel. Fig 2 presents these maps. As expected, the number of clusters decreases after applying the FDR correction, but some still remain. When looking at the number of NH (availability) high values are concentrated in the Metropolitan region and the biggest cities in Aysén (southern region); low values cluster mostly in the Araucanía region. In terms of coverage, the situation is similar, with high value clusters in the Metropolitan area and the Atacama region, and low values concentrated in the Araucanía.
In order to identify the determinants of coverage and availability of nursing homes in the country, several regressions are estimated. The unit of analysis is the municipality. Unfortunately, data on the independent variables is available only at this level of aggregation; however, decisions on location of NH and spatial correlation of independent variables are more related to smaller geographical units.
As discussed previously, the decision of open a NH (number of nursing homes) and the decision about its size (number of places offered) in a particular area depends on demographic and socioeconomic conditions, as well as other factors. This analysis is carried out by estimating several regressions, to capture the effects of several socio-demographic features on the decisions about nursing homes. In particular, the following equations are estimated using ordinary least squares (OLS):
where pop65 is the share of population over 65 years, log(wage) is the logarithm of the average wage, poverty is the percentage of population living in poverty, density is the population over 65 years divided by the area, FONASA is the percentage of population covered by the public insurance and ε is an error, in municipality i. Both equations are estimated using the total number of NH in the municipality, as well as looking at for-profit and nonprofit NH.
Given the presence of spatial autocorrelation in the data, an important concern is that coefficients from OLS regressions could be biased, because they do not take into account this feature [33] . In order to test this potential problem, OLS residuals can be examined using global Moran's I test. If the hypothesis that OLS residuals are distributed randomly in the space is rejected, then the estimations need to be adjusted to consider the spatial effects. In this case, spatial autoregressive models were used to include spatial autocorrelation in the linear model. Two main models are commonly used: spatial lag and spatial error. The first model (also known as contagion model) incorporates space as a right hand-side variable, estimating a coefficient for the spatial effect; the error model does not incorporate spatial as a covariate, but includes it in the structure of the residuals [34] . Intuitively, both models could be appropriate for this study: on the one hand, a lag model seems suitable if we think that the decision on coverage or availability in one municipality is influenced by the number and size of NH in the neighbor municipalities, as can occur in the for-profit market for close neighbors; on the other hand, error models are adequate if unobserved spatial effects are driving the spatial autocorrelation in the residuals (e.g. factors not included in the model that are shared by neighbor municipalities). Statistical tests will be used to identify the best alternative to estimate the spatial autoregressive models. Regressions were estimated in GeoDa, using a queen contiguity matrix. Four municipalities were excluded of the analysis because they had zero neighbors (island observations): Isla de Pascua (Easter Island), Juan Fernández, Puqueldón and Guaitecas.
Results
Eqs 4 and 5 were estimated using the total capacity (coverage) and total number of NH (availability) at municipality level. Additional estimations were run considering ownership, i.e. using coverage and capacity of for-profit and nonprofit nursing homes. Results are shown in Tables 3 and 4.  Table 3 shows the results for the determinants of coverage. A first set of regressions was estimated using OLS; in all cases, global Moran's I test show the presence of spatial autocorrelation in the residuals. To deal with this problem, the same regressions were estimated using a spatial error model. As discussed before, the selection of the appropriate spatial autoregressive model was not evident; the decision was based on the statistics from OLS regressions, using Anselin's spatial regression decision process [35] . Results of this analysis show weak evidence in favor of the error correction over the lag model: in each case the LM-lag and LM-error (not robust) are significant, as well as the robust estimators. As suggested by [35] in these cases the model should be selected using orders of magnitude, which favors the error model. These results raise doubts about potential misspecification problems, and the analysis of the specification tests (Wald > Likelihood Ratio > Lagrange Multiplier) confirms this problem, except for the estimations on nonprofit facilities. In order to deal with this issue, the same regressions were estimated using a different weight matrix. The matrix based in distance thresholds (380 km) increases the number of neighbors for each observation, and confirms the use of an error model. In this case, specification tests do follow the expected order. The results obtained using this matrix (not shown) are very similar in terms of significance and magnitude of the coefficient. The model's goodness of fit (R 2 ) is higher for the estimations using a queen contiguity matrix, but AIC is better in estimations using only for-profit or nonprofit NH.
After running the autoregressive model, residuals are not spatially autocorrelated anymore. First, it is interesting to notice that individual coefficients are similar using both methods (OLS and spatial error), but the explained variability of the dependent variable increases largely when using the spatial autoregressive model. Second, the share of elderly population affects positively the coverage, except for nonprofit facilities; income is also related with an increase in coverage, and poverty has no effect on it. Third, density is related positively to municipal coverage of for-profit NH, but not of nonprofit facilities; on the other hand, the percentage of people covered by the public health insurance correlates with nonprofit coverage, but is not linked to capacity in for-profit NH. Except by density, all the coefficients are interpreted as the average change in the percentage of people over 65 years receiving LTC services in NH for a 1% increase in the independent variable. Finally, when looking at the different estimations (all, for-profit, nonprofit), the model does a better job explaining the variation in coverage of forprofit facilities than the total NH coverage and the nonprofit. Table 4 shows the results for the determinants of availability. As in the case of coverage, spatial autocorrelation was present in the residuals of the OLS regressions, and the error model appeared as a better to deal with this issue. In this case, the assessment of test statistics also suggests potential misspecification problems, but the specification tests follow the expected order (Wald > Likelihood Ratio > Lagrange Multiplier).
In terms of significance, coefficients are similar to those exhibited in Table 3 , except that in this case elderly population and poverty influence the availability of nonprofit facilities at municipality level. As before, R 2 improves in all regressions when using the spatial error model, and explain better the availability of for-profit LTC facilities.
Results also hold when estimating the regression using the distance weight matrix, although R 2 and AIC do not improve with this specification.
In general, all coefficients have the expected sign. First, the share of elderly population is related with more and bigger NH (except for nonprofit facilities). This means that, despite ownership (and copayment), NH varies according to the size of the market. Another characteristic of the demand for LTC services is related with ability/willingness to pay. The positive correlation between wages and presence of NH was expected in for-profit facilities, but not in nonprofit ones. This effect can be explained by the existence of copayments, even for nonprofit facilities (see Table 1 ). In a similar way, the negative effect of poverty is surprising. The rationale for including poverty as explanatory variable is that gives information on inequality at municipal level. For example, areas with relative high wages should be attractive for private for-profit NH, but high poverty rates can be an indication of a limited demand. As shown by Fig 3, despite the fact that poverty rates are constructed using income, correlation with wages is not high. The result is unexpected not only because poverty seems to have no effect on the number and capacity of for-profit NH in a given municipality, but also because the negative effect in the case of nonprofit facilities. Estimations using price ranges instead of ownership were also estimated (not shown). In this case, a negative and significant effect was found for high-price NH, in line with the hypothesis that these facilities incorporates economic criteria in their decisions about location, but the negative effect of poverty is also present in low-price NH, showing that, in general, nursing homes are more scarce in high-poverty areas.
Density appears as important in understanding decisions only in the for-profit segment. As expected coefficients are positive, showing that these facilities are more prevalent in denser municipalities. The result can be explained from a cost perspective: densely population markets allows increasing market coverage without incurring in extra fixed costs (e.g. open a new NH), in line with an efficiency criterion. Finally, FONASA is only relevant to explain patterns in nonprofit NH, capturing some of the requirement for getting public subsidies.
Fig 3 also reveals a potential problem of heteroscedasticty, i.e. a non-constant variance of the errors. The presence of heteroscedasticity is confirmed by the Breusch-Pagan test in all estimations and, although it does not alter the coefficients, it does change the statistical inference on them. In the case of the OLS model, heteroscedasticity is somehow expected, considering that residuals are known to be spatially correlated. However, the hypothesis of constant variance in the errors is still rejected in the spatial error model, showing that, even though in this case residuals are not spatially correlated anymore, spatial effects are still present. Estimations can be improved in the OLS case by calculating coefficients' statistics using robust standard errors; as stated before, these estimations do not change the sign and magnitude of the coefficients, but since they use a different set of errors for the inference, can alter their significance level. When using heteroscedasticity-robust standard errors in the OLS estimations most result hold but standard errors change for some variables, altering the conclusions regarding their significance levels (for example, poverty in the coverage regression using the full sample is now significant at 10% instead of 5%). In terms of the general results described before, the main change after taking into account the non-constant variance in the error matrix is that now the share of FONASA population in each municipality becomes significant in the full sample estimations (both in terms of coverage and availability). In the case of the spatial regression, the presence of heteroscedasticity indicates that the estimated model performs differently in different geographical areas. This suggests that other spatial analysis toolsparticularly geographically weighted regressions (GWR)-could be useful to understand how the model performs in different settings.
Discussion
The aim of the study is to identify the determinants of the geographical location of nursing homes in Chile. Results can be analyzed from multiple perspectives.
First, estimations for Chile show that nursing homes and beds (coverage and availability) tend to concentrates in areas of high demand, being more prevalent in municipalities with older population and larger income. Studies of nursing homes in other contexts also show that long-term care services, and particularly nursing homes, tend to agglomerate in urban and central areas, confirming that decisions about location are closely related to demand, including both economic and demographic factors [36] [37] [38] [39] [40] [41] [42] . Second, when looking at differences between for-profit and nonprofit facilities, literature finds that ownership status is associated with differences in access and results, showing that both types of facilities face different constraints and incentives, which explains differences in the way they make decision regarding geographical location, as well as other aspects [43] [44] [45] [46] [47] [48] . Results from Chile confirm the hypothesis that for-profit and nonprofit nursing homes differ in the way the decision on location and capacity are made. As discussed before, estimations show that population and income attract NH in general, while FONASA coverage is important for nonprofit facilities, and density is important for for-profit NH. The model estimated works better in explaining the determinants of availability and the decisions of private for-profit firms. This analysis is relevant to understand the underlying decision-making process of private actors in the LTC services market. Both the identification of areas where gaps exist between needs and services, and the model on how firms make decisions can be useful in designing better strategies to increase access to LTC services, particularly in defining criteria for allocating public funds to new NH, defining priorities and designing policies [42, 43] .
Third, studies using spatial analysis to look at more general but related issues, such as access to healthcare, find similar results in terms of the relevance of economic and demographic factors in explaining results. Although these studies answer different research questions, they are useful to understand the relevance space and place when thinking on health policies [49] [50] [51] [52] [53] . In the case of Chile, results highlight the need for considering the presence of spatial autocorrelation when performing an analysis at the municipality level: people of similar characteristics tend to concentrate in determined geographical areas along the country.
Despite these interesting results, it is necessary to acknowledge the study's limitations and adjust the results' interpretations accordingly. First, results are heavily dependents on the unit of analysis. In this case, the decision to use municipalities was influenced by the information available. Even though municipality can be the appropriate unit in many cases, it is necessary to consider that results can change when changing the scale of analysis. The study will benefit by using smaller units of analysis to capture intra-municipal variations and patterns. Second, the definition of neighborhoods is also crucial, and posed a challenge for the study. Most of the analysis was carried out using a queen contiguity matrix to identify neighbors. Again, although this strategy can be suitable in many cases, it seems less accurate for others; the immense municipal heterogeneity in terms of area and population makes it also difficult defining the "right" distance threshold. These issues raise awareness about the inherent difficulties of doing special analysis in a country like Chile. Third, one important assumption of the analysis is the relationship between population age and LTC needs. The analysis uses age as a proxy for dependency, in particular, assumes that the proportion of elderly with LTC needs is similar among different regions. This assumption can be violated if people with LTC needs tend to concentrate in specific regions (e.g. people move where supply or quality of LTC services is better). Although dependency is closely related to prevalence and level of dependency in Chile and other countries [54, 55] it is also true that a vast heterogeneity in term of long-term care needs exist among elderly [56] . This limitation could introduce bias in the estimations, but is less likely to affect those on nonprofit facilities, since public subsidies are allocated to institutions (instead of individuals), using age (not health condition or dependency) as criterion. Fourth, the analysis also makes an assumption about who is making decisions from the demand side: model relates area of residence and NH location, supposing that people (either the beneficiaries or their families) choose a facility in the same area they live. Finally, the paper gives information about quantity of NH, but ignores quality aspects, that can be relevant in providing guidance for policy-making. Considering these limitations, further research is needed. Given the heterogeneity of the data, the analysis could be extended using spatial regimes (central zone versus extreme zones) of geographically weighted regressions, to account for spatial variations in the model. The study gives a panorama of the current situation, highlighting the need of considering both, space (location of NH) and place (socioeconomic and demographic features of the areas under analysis), when designing policies to deal with the provision of long-term care services in Chile.
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